" MISSOURI DIVISION OF HEALTH - STANDARD CERTIFICATE OF DEATH l63._034

Registrar's No. 164 ‘ STATE FILE NUMBER

DEPARTMENT OF PUBLIC HEALTH AND WELFAR 3076
DO NOT WRITE NDED lg.mralnon District .........__Pnrnarv Registration District No.

ON THIS STUB LR = = mih 251963 ;
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where, deceased lived. If intitution: Residence before

a. COUNTY a. STATE | b. COUNTY
Vernon Migssouri Vernon
b. CITY (If outside corporate limits, give TOWNSHIP anly) Length of ‘stay In 1k c. CITY Inside Limits

O
TOWN  Nevada Lifetime TOWN Nevada YesBf No D

e. FULL NAME OF (I MOT in hospital, give location) Inside Limits B (I cutside, give location) Rezide on Farm
HOSPITAL OR '

INSTITUTION 805 North Tucker Yelp NeDd 805 North Tucker Yes O Ne B

3. NAME OF DECEASED First i .
B! (De‘m% & DgJE Month Day Year

{Type or print)
LAWRENCE c. JONES PEATM  Aupust. 15 1963
5. SEX 6. COLOR OR RACE 7. Matried n ‘Never Married (] |8. DATE OF BIRTH | 9. AGE [lost birthdsy) | IF U:‘DER 1 YEAR IF l_JNDE 24 HR
. M wh Widowed O Divorced [ 7_21_191‘2 M‘?n : | Days Heirs Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
uripg most of working life, even if retired)

aintenance State Hospitzl No.q Nev.ds, Missouri
t3a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME b - 14. NAME QOF HUSBAND OR WIFE

Clarence Jones Mgude Williems Jenes Jo
15. WAS DECEASED EVER IN.U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Addngvada Missouri

(YY no, or unknnwn)l w:,fia war or dates of serv Mp - Jons ! - ! : h T i

'IB CAUSE OF DEATH (Enter only one cause per linebrer—wr=rr v=r- INTERVAL BETWEEN
ART |. DEATH WAS CAUSED BY: OMSET AND DEATH

IMMEDIAYE cause (o MBLI1 nt lymphoma of mediastinum 11l months
with megﬁséags _

Conditions, 1f any, DUE TO (b)
ich gave rise to

sbove cayse (a),

xlnﬂng the wnder-

lying ‘cause las?, DUE TO(c) -

PART 1I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminel PARY 11, If deceased was female was
Lo disease condition given in PART | (a) there a pregnancy in last %0 days

[Ove | One | O vsknown
19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMD|C|DE 20b. DESCRIBE HOW INJURY QCCURRED. {Enter nature of injury in PART | or PART 1l of item 18.)
0 ] . :

PERFORMED?
YesDO NOD

20c. TIME OF Houl Month, Day, Year
INJURY s,
‘pam.
20d, INJURY OCCURRED 20e. PLACE OF INJUR\' le.g., in or ebouf home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ R farm, factory, street, office bidg.,
NOT WHILE AT WORK |:|

21 ) atended the decensed f,m.___.mn._lgsg__ o Auguat, 15 19634 tas 1w 0, ative on_ANEUST 1k, 1963
Death occurred at Nevada, Mo. 5230 A. . on the date stated above, and to the best of my knowiedge, from the causes stated.
- [Degres of 1 : 725, ADDRESS “Z2c. DATE SIGNED

b Moore Bldg., Nevada, Mo. 8/16/63

EXTCRNE OF CEMETERY OR CREMATORY "23d. LOCATIGN (City, town, ar county) {State}

is]l Park ' Nevada Missouri

235. DATE RECD. BY LOCAL REG. | 26. GISTRAR'S _SIGNATURE

admissian}

V5 300
Rev. 4/59

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
[INSTEAD OF

MEDICAL CERTIFICATION

STATE

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

REMOVAL tSpec.m !

Burial

—— ]
24. FUNERAL DIRECTOR

Ferry Funersl Home Neveda, Miasour 3‘ L0~ lf‘J

{Li d Embalmer’s Stah t on Reverse Side)

BY AFFIDAVIT OF

ITEM NO.




39 ‘N

Lo %g%\, %
Fgg’ I d3s ..

STATEMENT BY LICENSED EMBALMER
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embaﬂlmed by me,

or by ‘ Student Embalmer No.

working under my personal supervision.

Student ' T g - PO s

Signature of Student Embalmer ) 0
Licensed Embalmer No ’(?6 d

. .
P.O. AddfessMM '

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in: his OWN HANDWRITING. (Failure to.comply
with the above constitutes grounds for revocation of license). ’
if embalmed by a STUDENT, he also shall sign in his OWN handwriting., .
It this body is nof embalmed fact shou[d be so stated above.
3 v Dt P a ST




